MISSOURI DIVISION OF HEALTH — STANDARD 'CERTIFICATE OF DEATH ~63-00%090 -

OEPARTMENT OF PUBLIC HEALTH AND WELFARE.
. Registration District N y imary R Dintelet N oo Bﬂl STATE FILE NUMBER
DO NOT WRITE AMENDED egi ion Dis o rirmary eglsiraiion strict No. _____3—-__Rggim.r'. No K

ON THIS STUB x d
1. PLACE ﬁkﬁEE I EB I 8 !Sﬂ ' - . 2. USUAL RESIBENCE (Where decessed lived. If institution: Residence before

. COUNTX-. .. .. 3
’ Jackson - *""Kansas """ Wyandotte =
b. Cél"t‘f (If cutside cargorate limits, give TOWNSHIP only) Length of stay [n 1b . G- CITY o Inside Limits

JOWN g City,Mo, : 1 day oM Kansag city, Y i@ N
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits N (If cutside, give location) Resicle on Ferm

HOSPITAL OR
wstrution Downtown Hospital Yo No.OJ 506 Osage | Yes O Nexxc
3. NAME OF DECEASED First Widdis - at 4 DATE WMonth Day Yeur

{Typa ar print) . L OF
Jose: (Torres) Torrez . DEATH 1 28 . 63
5. SEX 6. COLOR OR RACE 7. Married [] Never Married [] ‘g. DATE OF BIRTH | . AGE (last birthday) | IF UNDER 1 YEAR [ IF UNDER 24 HR

Male White Widowsd I Divoreed O [3_19_7 89 69 ° i | Beys | Fours | Min.

108, USUAL OCCUPATION (Give kind of work done | i0b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or coyntry) | 12, CITIZEN OF WHAT COUNTRY

during most T wBrlung !le.u, even if retired) Santa Fe R . R . Mexico U . S ._A .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Meirhildo Torrez Maria Rendon none
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14. S0CIAL SECURITY NO, 17. INFORMANI’ bon “ Ackdrens -

i{Yes, no, or unknown)l(lf yas, give war or dates of sefvi Joe A . Torrez - 506 Osa re_KGKas .

18. CAUSE OF DEATH (Em.r en!y one cause par ling INTERVAL BETWEEN
PARY i. DEATH WAS CAUSED BY: CONSET AND DEATH

IWMEDIATE cAusE ) LObar Pneumonia . ' 2-davs

Vs 300
Rev. 4/59

DATE AMENDED

DOCUMENT

Conditions, ifeny,] DUETO (R} _HYpertensive - . years
ich gave rise to R .
sbove “couse (al. ’
stating the u ) .
lying cause Iu1 DUE 1O [c} b

PART 1. OTHER SIGNIFICANT CONDIT!ONS CONTRIBUTING TO DEATH bur not related - 1o -the terminal PART L. If deceassd was famale waa
disease condition given in PART | {a) there a prepnancy in last 90 days.

Cerebral Vascular Accident - - [OYe | ONe | O unknown

19, WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20%. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED m} (m| a
YES [C] NO

20c. TIME -OF Hour Month, Dey, Year
INJURY a.m,
p.m.

20d. INJURY QCCURR 20e. PLACE OF INJURY (a.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK. farm, factory, street, office bidg., afc.) . .

NOT WHILE AT W o .
: rp__.1.==-28.=63—md last uwﬁnlm on. 1-27" 63
on the date stated above, snd to the best of my. knowledge, from thc causes stated.

D 22b. ADDRESS 22, DATE SIGNED
nfm ,& 1222 McGee St.-K C.Mo. 1-28-63

3a. BURIAL, CREMA “23b. 'DATGa-/ 23c. NAME OF CEMETERY OR CREMATORY . 23d. LOCATION {City, town, or caunty) (State}

REMOVAL (Specify) _ )
r emo(vpa..cl J 2/1/ .Mt Calvary Cemetery . Kansas City, Kensas
. FUNERAL DIRECTOR AGDRESS 5. DATE RECD. BY LOCAL.REG.

JOS. A, BUTLER'S SONS K.C.K /..,7..7_.63

t on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

08 (.Sant oroMEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

ITEM NO.
8Y AFFIDAVIT OF
-y Ca




o

STA‘TEMENT.. BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this cerlifi;ate was embalmed by me,

or by ' i Student Embalmer No.

working under my personal supervision.

Student . Signed W %/ &QAA/\M-A/

Signature of Stydent Embalmer
Licensed Embalmer No 3 ?/éz"
P. O. Address L C KL

Note: The above MUST BE SIGNED BY THE I.ICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply
with_the_above .constitutes grounds for revocation of Incense)

If embalmed by a STUDENT, he also shall sign’ in his OWN handwrltlng

If this body is not embalmed, fact should be so stated above. S

\'.

- PR . “w




